HEALTH | NSURANCE (HI) Househol d (Round 10 Mai n)

MAI N STUDY - ROUND 10
COVMUNI TY COMPONENT

H . HEALTH | NSURANCE

BOX GO TO HI I NTRO | F NO PREVI O US HEALTH | NSURANCE DATA.
HI S1A OTHERW SE, GO TO HI SI NTRO.

HI SI NTRO. Now I'd like to review with you the information we have about
health insurance plans that (you/SP) had at the time of the |ast
i ntervi ew.

[ HAND HEALTH | NSURANCE SUMVARY PAGE TO R.]
[ PRESS ENTER TO CONTI NUE. ]

H S1. [Let's see if there are any other changes we need to nake to the health
i nsurance coverage (you/SP) had as of the (PREVIOUS ROUND | NTERVI EW
DATE) . ] [(You/SP) had Medicare coverage and (you were/he was/she
was) also covered by (READ PLAN NAMES BELOW/The only health
i nsurance coverage (you/SP) had was Medicare] on (PREVIOUS ROUND

| NTERVI EW DATE). |Is that correct?
YES, ALL CORRECT AS SHOWN........ 1 (H SCLOSE)
NO, PLAN MSSING ................ 2 (H S3)
NO, PLAN NAME | NCORRECT.......... 3 (H s2)
NO, PLAN NEEDS DELETION.......... 4 (HI S2)
DONT KNOW . . ... -8 (HI SCLCSE)
HI S2. [What is the nane of the plan that (is incorrect/needs deletion)?]
BOX RETURN TO HI S1.
HI S1
HI S3. [What type of insurance plan needs to be added?]
MEDICAID. . ... 1 BOX HI S2
PUBLI C PLAN OTHER THAN MEDI CAID.. 2 BOX HI S2
PRI VATE HEALTH | NSURANCE PLAN.... 3 BOX HI S2

BOX IF 1, ASK HI S6 - HI S10, THEN RETURN TO HI S1.
HI S2 IF 2, ASK HI S12 - HI S16, THEN RETURN TO HI S1.
IF 3, ASK HI S20 - HI S33, THEN RETURN TO HI S1.
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H S4 and HI S5 om tted.

HI S6.

HI S7.

(Were you/Was SP) covered by Medicaid the whole tinme between (PREVI QUS

ROUND REF. DATE) and (PREVI OUS ROUND | NTERVI EW DATE), or only part of
the tine?

COVTI VE THE WHOLE TIME. ..o oo e e 1 (H S10)
PART OF THE TIME. . ..o .. 2 (HS7)
REFUSED. . . .\ ooeeeee oo -7 (HIS1)
DON'T KNOW . .. ooeeeeeeee e -8 (H S1)

(Were you/WAs SP) covered by Medicaid on (PREVIOUS ROUND | NTERVI EW

DATE) ?

COVNOW YES. © oo 1 (H S8)
NO. . o oo oot 2 (H s9)
REFUSED. . . .\ ooeeeee oo -7 (HIS1)
DON'T KNOW . .. ooeeeeeeeeee e -8 (H S1)

H S8. On what date did (your/SP s) MEDI CAID start between (PREVI OUS ROUND REF.

DATE) and (PREVI OUS ROUND | NTERVI EW DATE) ?

COVBEGWM / / (H S10)
COVBEGDD MONTH DAY YEAR
COVBEGYY

H S9. On what date between (PREVIOUS ROUND REF. DATE) and (PREVIOUS ROUND

HI S10.

| NTERVI EW DATE) did (your/SP' s) MEDI CAl D coverage stop?

COVENDVM / / (H S1)
COVENDDD MONTH DAY YEAR
COVENDYY

May | please see (your/SP's) MEDICAID card to verify the date of
cover age?
[ F DATE NOT SHOWN, CODE AS " CURRENT. "]

Al DTYPE CARD AVAI LABLE, CURRENT.......... 1
Al DTYPOS CARD AVAI LABLE, EXPIRED.......... 2 U
CARD NOT AVAI LABLE, OR NOT SEEN.. 3 !
OTHER CARD SEEN (SPECIFY) 91 !

y (H S1)
]
'
b

H S11 omitted.
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H S12.

Hl S13.

H S14.

H S15.

H S16.

What is the name of the public programthat covered (you/ SP)?
[ ENTER ALL PUBLI C PROGRAMS. ]

(Were you/Was SP) covered by (HI S12 PUBLI C PLAN NAME) the whole
tinme between (PREVIOUS ROUND REF. DATE) and (PREVIOUS ROUND
| NTERVI EW DATE), or only part of the tinme?

COVTI ME THE WHOLE TIME. . ........... ... ... 1 BOX HI S3
PART OF THE TIME................. 2 (HI S14)
REFUSED. . ....................... -7 BOX HI S3
DON'T KNOW . . ....... . o -8 BOX HI S3

(Were you/Was SP) covered by (H S12 PUBLI C PLAN NAME) on ( PREVI OUS
ROUND | NTERVI EW DATE) ?

COVNOW YES. .ot 1 (H S15)
NO . oot 2 (H S16)
REFUSED. . . .\ vvvoeee e -7 BOX HI S3
DON T KNOW . .o ooeee oo -8 BOX HIS3

On what date did (your/SP' s) (H S12 PUBLIC PLAN NAME) coverage
start between (PREVIOUS ROUND REF. DATE) and (PREVIOUS ROUND
| NTERVI EW DATE) ?

COVBEGW / / BOX HI S3
COVBEGDD MONTH DAY YEAR
COVBEGYY

On what date between (PREVIOUS ROUND REF. DATE) and (PREVI OUS
ROUND | NTERVIEW DATE) did (your/SP's) (H S12 PUBLIC PLAN NAME)
cover age stop?

COVENDMM / / BOX HI S3
COVENDDD MONTH DAY YEAR
COVENDYY

HI S17/ H S18 OM TTED.

BOX GO TO HI S13 FOR NEXT PUBLI C PLAN ADDED AT HI S12. | F NO
HI S3 OTHER PUBLI C PLAN THEN GO TO HI S1.
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HI S20.

H S21.

H S22.

HI S23.

Hl S24.

HI S25.

What is the nanme of each of the other private plans that provide
(your/ SP's) nedical insurance coverage? [ENTER ALL PRI VATE PLANS. ]

PLNAME
PLANSUWM

(Were you/Was SP) covered by (H S20 PLAN NAME) the whole tine
between (PREVIOUS ROUND REF. DATE) and (PREVIOUS ROUND | NTERVI EW
DATE), or only part of the tine?

COVTI ME THE WHOLE TIME. .. oooeeeeen . 1 (H S25)
PART OF THE TIME. . ..., 2 (H S22)
REFUSED. . . .\ vvvoeee e -7 (H S25)
DON T KNOW . .o ooeee oo -8 (H S25)

(Were you/Was SP) covered by (H S20 PLAN NAME) on (PREVI QUS ROUND
| NTERVI EW DATE) ?

COVNOW YES. .ot 1 (H S23)
NO . oot 2 (H S24)
REFUSED. . . .\ vvvoeee e -7 (H S25)
DON T KNOW . .o ooeee oo -8 (H S25)

On what date did (your/SP s) coverage under (H S20 PLAN NAME)
start between (PREVIOUS ROUND REF. DATE) and (PREVIOUS ROUND
| NTERVI EW DATE) ?

COVBEGW / / (HI S25)
COVBEGDD MONTH DAY YEAR
COVBEGYY

On what date between (PREVIOUS ROUND REF. DATE) and (PREVI OUS
ROUND | NTERVI EW DATE) did (your/SP' s) coverage under (H S20 PLAN
NAME) stop?

COVENDVM / / (HI S25)
COVENDDD MONTH DAY YEAR
COVENDYY

[ CODE W THOUT ASKI NG | F VOLUNTEERED. ]
(I's/Was) this an HMO (Heal th Mai ntenance Organi zation)?
(HMO stands for Health Maintenance Organization, an organization
that, for a prepaid fee, provides a full range of health care
services.)

PRVHMO YES. ..o 1
PLHMCERR NO. ... 2
REFUSED. ........................ -7
DON'T KNOW . . ....... . o -8

4
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Hl S26.

H S27.

HI S28.

HI S29.

HI S30.

Who (is/was) listed as the main insured person on the (H S20 PLAN
NAME) policy or contract?
[ ENTER ONLY ONE PERSON. ]

PLM PNUM
M PNUM

For the (H S20 PLAN NAME) plan, did (you/MP) sign up directly
with the (insurance conpany/ HMO), or did (you/MP) get this insurance
through a current enployer, a former enployer, a union, a famly
busi ness, AARP, or sone other way?

DIRECTLY. . o te et e 1 (H S29)
PRVGET (MP's) CURRENT EMPLOYER. ........ 2
(HI S28)
PPRVGET (MP S) FORMER EMPLOYER. .........
(MP'S) UNTON. ... oooee . 4  (H S29)
(MP'S) FAMLY BUSINESS.......... 5 (HI S28)
AARP. . . 6 (H S29)
DECEASED SPOUSE' S EMPLOYER. . . . ... 7 (HI S28)
DECEASED SPOUSE'S UNION. . .. ...... 8 (HI S29)
PRVGETOS SOMVE OTHER WAY (SPECIFY)........ 91
REFUSED. . .. oot -7 u
PPRVGTOS DON' T KNOW . .. oo -8 z (HI S29)

What ki nd of business or industry is (RESPONSE IN HI S27)? That
is, what does (RESPONSE I N HI S27) nake or do?
RECORD VERBATI M
PRVBUS1 PPRVBUS1
PRVBUS2 PPRVBUS2
PRVBUS3 PPRVBUS3
| NDCODE Pl NDCODE

How many family menmbers, including (yourself/SP), were covered by
(your/ M P's) (H S20 PLAN NAME) between (PREVI OUS ROUND REF. DATE) and
(PREVI OQUS ROUND | NTERVI EW DATE) ?

PRVNMCOV NUMBER COVERED:

Did (your/MP's) (H S20 PLAN NAME) pl an cover nedicines prescribed
by a doctor?

PRVRXCOV YES. ..o 1
NO ... 2
REFUSED. . ....................... -7
DON'T KNOW . . ... . o -8

5
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HI S31. Would (your/M P's) (H S20 PLAN NAME) pl an have covered any part of
a stay in a nursing hone?
PRVNHCOV YES. .. 1
NO. . oo 2
REFUSED. . . ......... ... ... -7
DONT KNOW . . ... -8
HI S32. Did (you/MP) pay any or all of the prem umor cost for the (H S20

PLAN NAME) coverage?
[Do not include the cost of any deductibles (you/SP) or (your/SP's)
famly may have had to pay.]

M PPI NS YES. .. 1 (H S33)
NO. . oo 2 BOX H 4
REFUSED. . . ......... ..., -7 BOX H $4
DONT KNOW . . ... -8 BOX H $4

HI S33. How much did (you/MP) pay for the (H S20 PLAN NAME) coverage?

[ PROBE | F NECESSARY: Was that per year, per nonth, per week, or

what ?]

M PPAMT AMOUNT: $ .
PER YEAR. .. ... ... ..., 1

M PPUNI T QUARTERLY/ EVERY 3 MONTHS. ........ 2 U
Bl MONTHLY/ EVERY 2 MONTHS......... 3 !
PER MONTH. . .. oot 4 r
PER VEEEK. . .. ooeeeeeee 5 Y BOXHSA
SEM - ANNUALLY/ 2 TI MES PER YEAR... 6 !
SEM MONTHLY/ 2 TI MES PER MONTH.... 7 :
REFUSED. . . ......... ..., -7 i
DONT KNOW . . ... -8 i

M PPUNGCS OTHER ( SPECI FY) 91 b

CYCLE THROUGH QUESTI ONS HI S21 - HI S33 FOR EACH PRI VATE
BOX PLAN REPORTED AT HI S20. WHEN ALL PLANS ADDED HAVE BEEN
HI S4 DI SCUSSED, RETURN TO HI S1, LI STING EACH PLAN NAME
REPORTED | N HI S20.

HI SCLOSE That covers the health insurance (you/SP) had at the time of the
| ast interview The next questions are about the time between
(PREVI QUS ROUND | NTERVI EW DATE) and (today/ DATE OF DEATH DATE OF
I NSTI TUTI ONALI ZATI ON) .
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| F SP COVERED BY MEDI CAID I N PREVI OQUS ROUND, GO TO HI 6

BOX FOR THI S ROUND.
H 1 I F SP NOT COVERED BY MEDI CAID I N PREVI QUS ROUND, GO TO
HI 51 NTRO.

HI | NTRO. [ PLEASE READ THI'S | NTRODUCTI ON SLOWLY AND CLEARLY: ]

In this study, we are asking the participants for their Medicare
nunbers, so that their Medicare records can be easily and accurately
|l ocated and identified for statistical research purposes.
Privacy Act of 1974, providing us (your/SP' s) nunber is a voluntary
decision and the benefits (you/SP) may be receiving

programw Il not be affected by your deci sion.
[ PRESS ENTER TO CONTI NUE. ]

Hl 1. People covered by Medicare usually have a card that | ook
(Do you/ Does SP) have such a card?

SHO/V YES ................................
CARD NO .................................
1 MCCARD

( SP/ PROXY) REPORTS THAT ( HE/ SHE/ SP)

'S NOT ELI G BLE FOR MEDI CARE. . .. ...
REFUSED. . ........... ... .. ... ......
DON'T KNOW . . ... ..o

S

Under the

under this

like this.

1 (H4)
2 (H2)

3 (H2)
-7 (H 51 NTRO)

(HI 2)

H 2. (Are you/ls SP) eligible for benefits fromthe Railroad Retirenent Board?

RRBELI G YES. ..o 1
NO. ... 2
REFUSED. . ....................... -7
DON'T KNOW . . ....... . o -8

H 3. (Do you/Does SP) have an RRB card ?

SHOW RRBCARD  YES. ... ...t 1
CARD NO. ettt 2
H 2 REFUSED. . ... oovoiieeiaan -7

DON' T KNOW ..ot -8

(HI 3)

(HI 51 NTRO)
(HI 51 NTRO)
(HI 51 NTRO)

(H 4)

(HI 51 NTRO)
(HI 51 NTRO)
(HI 51 NTRO)
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H 4.

a. INTERVIEWER: IS (SP'S) CARD AVAI LABLE?

CARDAVAL  YES. ... 1 (b)
NO . oot 2 (H 51 NTRO)

b. NUMBER: (DI SPLAY NUMBER FROM HCFA FI LES.)
| NTERVI EMER:  VERI FY THE NUMBER AGAI NST (SP'S) CARD. DO THE
NUMBERS MATCH?

CARDMATC  YES. ..o 1 (H 51 NTRO)
NO . oot 2 (c)

c. DOES (SP'S) CARD NUMBER BEGIN WTH A LETTER OR A NUMBER?

CARDLN LETTER . o oo et 1 (H 4d1)

CARDFORM ~ NUMBER. . .. ..ot 2 (H 4d2: DI SPLAY
MEDI CARE ENTRY
FI ELD)

d1. I'S THE NUMBER ON THE CARD SEPARATED BY HYPHENS?
[DOES THE NUMBER LOOK SIMLAR TO THE SOCIAL SECURI TY
NUMBER?] | .E. (000-00-0000)

CARDSET HYPHENS. . . ... .. ... .. o 1 (H14d2:
NO HYPHENS. . . ......... ... ... ..... 2 } DI SPLAY
APPROPRI ATE RRB
ENTRY FI ELD)

d2. WHAT | S THE NUMBER ON THE CARD?

MEDI CARE NUMBER:  ( ) - ( ) - ( ) - ( )

RRB NUMBER: ( ) - ( ) - ( ) - ( )

NEWWCRRB

e. WHAT TYPE OF COVERAGE DOES (SP) HAVE?

CARDTYPE HOSPI TAL ONLY.............. 1
MEDI CAL AND HOSPI TAL. . ... .. 2
MEDI CAL ONLY............... 3
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f. WHAT IS THE DATE OF COVERAGE?

CARDWM / /
CARDDD MONTH DAY YEAR
CARDYY

HI 51 NTRO. [ PLEASE READ THI S | NTRODUCTI ON SLOWY AND CLEARLY:]

Medicaid [,also known as (STATE NAME FOR MEDICAID),] is a state
program for low incone persons or for persons on public assistance.
Sonetimes persons with very large nedical bills are also covered by
Medi cai d. Peopl e covered by Medicaid usually have a card that | ooks
like this.

SHOW
CARD
HI 3

[ PRESS ENTER TO CONTI NUE. ]

H'5. At any tine [since (REF. DATE), (have you/has SP) been/between (PREVI OUS
ROUND | NTERVI EW DATE) and ( DATE OF DEATH DATE OF
I NSTI TUTI ONALI ZATI ON) was (SP) covered by Medicai d?

Al DCOVER YES. ..o 1 (H6)
NO. ... 2 BOX H 2
REFUSED. . ....................... -7 BOX H 2
DON'T KNOW . . ... . o -8 BOX H 2

IF 2, -7 OR -8 AND SP COVERED BY PUBLI C PLAN I N

BOX PREVI QUS ROUND, GO TO HI'13 FOR THIS ROUND. IF 2, -7 OR
HI 2 -8 AND SP NOT COVERED BY PUBLI C PLAN | N PREVI OQUS ROUND,
GO TO HI 11 FOR THI' S ROUND.

H 6. [At the time of the last interview (you were/SP was) covered by
Medi cai d, [al so known as (STATE NAME FOR MEDICAID).]] (Were you/ Ws
SP) covered by Medicaid the whole tine between (REF. DATE) and
(today/ DATE OF DEATH DATE OF | NSTI TUTI ONALI ZATION), or only part of

the tine?

COVTI ME THE WHOLE TIME. . . ...... ... ....... 1 (H 10)
PART OF THE TIME. . ............... 2 (H7)
REFUSED. . . ........... . -7 BOX H 3
DON'T KNOW . ... .. e -8 BOX H 3
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BOX
HI 3

IF -7 OR -8 AND SP COVERED BY PUBLI C PLAN I N PREVI QUS
ROUND, GO TO HI 13 FOR THIS ROUND. IF -7 OR -8 AND SP
NOT COVERED BY PUBLI C PLAN I N PREVI QUS ROUND, GO TO
H 11 FOR THI S ROUND.

H 7. (Are you/ls SP) now covered by Medicaid?

[Was  (SP) covered by Medicaid on (DATE OF DEATH DATE
| NSTI TUTI ONALI ZATI ON) ?]
COVNOW YES. .. 1 BOX H 4
NO. . oo 2 (H9)
REFUSED. . . ......... ..., -7 BOX H 4
DONT KNOW . . ... -8 BOX H 4
IF 1 AND SP COVERED BY MEDI CAI D I N PREVI OUS ROUND, GO
TO HI 10.
IF 1 AND SP NOT COVERED BY MEDI CAI D I N PREVI OUS ROUND,
BOX GO TO HI 8.
HI 4 IF -7 OR -8 AND SP COVERED BY PUBLI C PLAN | N PREVI OUS

ROUND, GO TO HI 13.
IF -7 OR -8 AND SP NOT COVERED BY PUBLIC PLAN I N
PREVI QUS ROUND, GO TO HI 11.

H 8. On what date did (your/SP's) Medicaid start between (REF. DATE)
(t oday/ DATE OF DEATH DATE OF | NSTI TUTI ONALI ZATI ON) ?

COVBEGW / / BOX HI 5
COVBEGDD MONTH DAY YEAR
COVBEGYY
I F SP IS DECEASED OR | NSTI TUTI ONALI ZED AND WAS COVERED
BY PUBLI C PLAN I N PREVI QUS ROUND, GO TO HI 13 FOR THI S
BOX ROUND.
H 5 I F SP IS DECEASED OR | NSTI TUTI ONALI ZED AND WAS NOT

COVERED BY PUBLI C PLAN I N PREVI QUS ROUND, GO TO HI 11
FOR THI S ROUND.
IF SP I'S NOT DECEASED OR | NSTI TUTI ONALI ZED, GO TO HI 10.

10




H 9.

HI 10.

HI 11.

HEALTH | NSURANCE (HI)

On what date [since (REF. DATE)/between (PREVIOUS ROUND | NTERVI EW
DATE) and (DATE OF DEATH DATE OF | NSTITUTI ONALI ZATION)], did
(your/SP's) Medicaid coverage (nost recently/last) stop?
COVENDWM / / BOX HI 6
COVENDDD MONTH DAY YEAR
COVENDYY
| F SP COVERED BY PUBLIC PLAN I N PREVI OUS ROUND, GO TO
BOX H 13 FOR THI S ROUND.
HI 6 | F SP NOT COVERED BY PUBLIC PLAN I N PREVI OUS ROUND, GO
TO HI 11 FOR THI S ROUND.
May | please see (your/SP's) Medicaid card to verify the date of

cover age?

[ F DATE NOT SHOWN, CODE AS " CURRENT".]

Al DTYPE CARD AVAI LABLE, CURRENT.......... 1
Al DTYPOS CARD AVAI LABLE, EXPIRED.......... 2
CARD NOT AVAI LABLE, OR NOT SEEN.. 3
OTHER CARD SEEN (SPECIFY) 91
I F SP COVERED BY PUBLI C PLAN I N PREVI OQUS ROUND, GO TO
BOX H 13 FOR THI S ROUND.
HI 7 I F SP NOT COVERED BY PUBLI C PLAN I N PREVI OQUS ROUND, GO
TO HI 11 FOR THI' S ROUND.
At any time [since (REF. DATE)/between (PREVIOUS ROUND | NTERVI EW
DATE) and (DATE OF DEATH DATE OF | NSTI TUTI ONALI ZATION)], [(have
you/ has SP) been/was (SP)] covered by any other public program that
pays for nedical care [for exanple (STATE PHARMACEUTI CAL ASSI STANCE
PROGRAM, a public programthat pays for prescribed nedicine]?
PUBCOVER YES. . oo 1 (H12)
NO. .. 2 BOX H 8
REFUSED. . .......... ... ... -7 BOX H 8
DON'T KNOW . ... e -8 BOX H 8
IF 2, -7, OR -8 AND SP COVERED BY PRI VATE HEALTH
BOX I NSURANCE | N PREVI QUS ROUND, GO TO HI 21 FOR THI S ROUND.
H 8 IF 2, -7 OR -8 AND SP NOT COVERED BY PRI VATE HEALTH
I NSURANCE | N PREVI QUS ROUND, GO TO HI 17 FOR THI S ROUND.

11
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HI 12. What is the nane of the public programthat covered (you/ SP)?
[ ENTER ALL PUBLI C PROGRAMS. ]

PLNAME
HI 13. [At the time of the last interview (you were/SP was) covered by
(PUBLIC PLAN NAME).] (Were you/Was SP) covered by (PUBLIC PLAN NAME)

the whole tinme between (REF. DATE) and (today/ DATE OF DEATH DATE OF
I NSTI TUTI ONALI ZATI ON), or only part of the tinme?

COVTI ME THE WHOLE TIME. . ........ ... ...... 1 BOX H9
PART OF THE TIME................. 2 (H14)
REFUSED. . ........... ... ... ...... -7 BOX HO9
DON'T KNOW .. ... o -8 BOX HO9

IF 1, -7 OR -8 AND HI 13 BEING ASKED FOR PUBLI C PLAN
FROM PREVI OUS ROUND, GO TO HI 13 FOR NEXT PUBLI C PLAN
FROM PREVI OUS ROUND. | F NO MORE PUBLI C PLANS FROM
PREVI QUS ROUND, GO TO HI 11 TO COLLECT ANY NEW PUBLI C
PLANS FOR THI' S ROUND.

BOX IF 1, -7 OR -8 AND HI 13 BEING ASKED FOR PUBLI C PLAN

HI 9 COVERAGE FOR THI'S ROUND, GO TO HI 13 FOR NEXT PUBLI C
PLAN ADDED THI S ROUND. | F NO MORE PUBLI C PLAN COVERAGE
FOR THI S ROUND, FOLLOW THESE SKI P PATTERNS: (1) IF SP
COVERED BY PRI VATE HEALTH | NSURANCE | N PREVI OUS ROUND,
GO TO HI 21 FOR FI RST PRI VATE PLAN; (2) |F SP NOT
COVERED BY PRI VATE HEALTH | NSURANCE | N PREVI OUS ROUND,
GO TO HI 17.

HI 14. [(Are you/ls SP) now covered by (PUBLIC PLAN NAME) ?] [Was (SP)
covered by (PUBLIC PLAN NAME) on (DATE OF DEATH DATE OF
| NSTI TUTI ONALI ZATI ON) ?]

COVNOW = 1 BOX H 10
o 2 (H 16)
REFUSED. . ..o vvoeee e -7 BOX HI 10
DON' T KNOW . ..o e e -8 BOX HI 10

IF 1, -7 OR -8 AND SP WAS COVERED BY THI S PUBLI C PLAN
IN PREVI OUS ROUND, GO TO HI 13 FOR NEXT PREVI OQUS ROUND
BOX PUBLI C PLAN OR GO TO HI 11 FOR THI S ROUND.

HI 10 IF 1 AND SP WAS NOT COVERED BY THI S PUBLIC PLAN I N
PREVI OQUS ROUND, GO TO HI 15.

IF -7 OR -8 AND SP WAS NOT COVERED BY THI S PUBLI C PLAN
I N PREVI OUS ROUND, GO TO HI 17.

12
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HI 15. On what date did (your/SP's) (PUBLIC PLAN NAME) coverage start
bet ween ( REF. DATE) and (t oday/ DATE OF DEATH DATE OF
| NSTI TUTI ONALI ZATI ON) ?

COVBEGW / / BOX HI 11
COVBEGDD MONTH DAY YEAR
COVBEGYY

GO TO HI 13 FOR NEXT PUBLI C PLAN ADDED THI'S ROUND. |IF
NO MORE PUBLI C PLAN COVERAGE FOR THI S ROUND, FOLLOW
BOX THESE SKI P PATTERNS: (1) |IF SP COVERED BY PRI VATE

H 11 HEALTH | NSURANCE | N PREVI QUS ROUND, GO TO HI 21 FOR

FI RST PRI VATE PLAN. (2) IF SP NOT COVERED BY PRI VATE
HEALTH | NSURANCE | N PREVI QUS ROUND, GO TO HI 17.

HI 16. On what date [since (REF. DATE)/between (PREVIOUS ROUND | NTERVI EW
DATE) and [DATE OF DEATH DATE OF | NSTI TUTI ONALI ZATI ON) ] did
(your/SP's) (PUBLIC PLAN NAME) coverage (nmost recently/last) stop?

COVENDVM / / BOX HI 12
COVENDDD MONTH DAY YEAR
COVENDYY

| F H 16 BEI NG ASKED FOR PUBLI C PLAN FROM PREVI OUS
ROUND, GO TO HI 13 FOR NEXT PUBLI C PLAN FROM PREVI QUS
ROUND. | F NO MORE PUBLI C PLANS FROM PREVI OQUS ROUND, GO
TO HI 11 TO COLLECT ANY NEW PUBLI C PLANS FOR THI S ROUND.
BOX | F H 16 BEING ASKED FOR PUBLI C PLAN COVERAGE FOR THI S
H 12 ROUND, GO TO HI 13 FOR NEXT PUBLI C PLAN ADDED THI S
ROUND. | F NO MORE PUBLI C PLAN COVERAGE FOR THI S ROUND,
FOLLOW THESE SKI P PATTERNS: (1) |IF SP COVERED BY

PRI VATE HEALTH | NSURANCE I N PREVI QUS ROUND, GO TO HI 21
FOR FI RST PRI VATE PLAN. (2) IF SP NOT COVERED BY

PRI VATE HEALTH | NSURANCE | N PREVI QUS ROUND, GO TO HI 17.

HI 17. (I would like to ask about other types of health insurance.) At any
time [since (REF. DATE)/ between (PREVIOUS ROUND | NTERVI EW DATE) and
(DATE OF DEATH DATE OF | NSTI TUTI ONALI ZATION)], [(have you/has SP)

been/was (SP)] covered by (any other) private health insurance (that
is, a plan that pays hospital or doctor bills or covers the cost of
prescribed nedicines)?

PRVCOVER = 1 (H 20)
o I 2 BOX HI 13
REFUSED. . ..o vvoeee e -7 BOX HI 13
DON' T KNOW . .. ooeee e -8 BOX HI 13
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IF 2, -7 OR -8 AND SP WAS COVERED BY PRI VATE HEALTH

I NSURANCE | N PREVI QUS ROUND, AND SP SERVED | N THE ARMED
BOX FORCES (I1.E., EN9 OR EN11=1), GO TO BOX H 20.

HI 13 IF 2, -7 OR -8 AND SP WAS COVERED BY PRI VATE HEALTH

| NSURANCE | N PREVI QUS ROUND, AND SP DI D NOT SERVE I N
THE ARMED FORCES (I1.E., 1 EN9 OR EN11=2), GO TO BOX

H 21. OTHERW SE, GO TO HI 18.

HI 18. [ Since (REF. DATE)/Between (PREVIOUS ROUND | NTERVI EW DATE) and (DATE
OF DEATH DATE OF | NSTI TUTI ONALI ZATI ON) ], [ (have you/has SP)
bel onged/did (SP) belong] to a Health Mintenance O ganization --
that is, an HMO for a private health insurance plan -- or any kind
of private prepaid nedical plan?

HMOCOVER YES. o 1 (H 20)
NO. .« oot 2 1
REFUSED. . . ..ot -7
DON'T KNOW .« .« v e e e e e e -8 Y BOX
H 13A
;
h
BOX IF 2, -7, -8 AND SUPPLEMENTAL SAMPLE OR 1ST COMMUNI TY

H 13A || INTERVIEW GO TO HI19. OTHERW SE, GO TO HI 34.

HI 19. Sonme people who are eligible for Mdicare have additional coverage
through a private insurance carrier. This is sonetinmes referred to
as Medigap or Medicare Supplenent. At any tinme since (REF. DATE) did
(you/ SP) have this type of health insurance coverage?

GAPCOVER YES. . o 1 (H20)
NO .o 2 (H34)
REFUSED. . ....................... -7 (H 34)
DON'T KNOW . . ... -8 (H 34)
HI 20. What is the nane of each of the other private plans that provide(d)

(your/ SP's) nedical insurance coverage?
[ ENTER ALL PRI VATE PLANS. ]

PLNANME

BOX ASK HI 21 - HI 33 FOR EACH PLAN COLLECTED I N HI 20.
H 14
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HI 21. [At the tine of the last interview (you were/ SP was) covered by (PLAN
NAME) . ] (Were you/Was SP) covered by (PLAN NAME) the whole tine
bet ween ( REF. DATE) and (t oday/ DATE OF DEATH DATE OF
I NSTI TUTI ONALI ZATI ON), or only part of the tinme?

COVTI ME THE WHOLE TINE. ..o voooe e 1 BOX H 15
PART OF THE TIME. ... ..o 2 (H22)
REFUSED. . ..o vvoeee e -7 BOX HI 15
DON' T KNOW . .. ooee e -8 BOX HI 15

H 14A OM TTED.

IF TH'S PLAN NOT "CURRENT" I N PREVI OUS ROUND, GO TO
BOX HI 25. IF THI'S PLAN "CURRENT" I N PREVI QUS ROUND,

HI 15 AND THI' S ROUND SUPPLEMENTAL SAMPLE ADDED, GO TO HI 22a.
OTHERW SE, GO TO BOX HI 16A.

HI 22. [(Are you/ls SP) now covered by (PLAN NAME) ?] [Was (SP) covered by
PLAN NAME) on (DATE OF DEATH DATE OF | NSTI TUTI ONALI ZATI ON) ?]
COVNOW YES. . .o 1 BOX HI 16
NO. ..o 2 (H24)
REFUSED. . ........... ... .. ....... -7 BOX HI 16
DON'T KNOW . .. ... . i -8 BOX HI 16

IF TH'S PLAN NOT "CURRENT" | N PREVI OUS ROUND AND
H 22 =1, GO TO HI 23.

BOX IF TH'S PLAN NOT "CURRENT" | N PREVI OUS ROUND AND
H 16 Hl 22=-7 OR -8, GO TO HI 25.

IF THI'S PLAN "CURRENT" I N PREVI QUS ROUND, AND THI S
ROUND SUPPLEMENTAL SAMPLE ADDED, GO TO HI 22a.
OTHERW SE, GO TO BOX HI 16A.

HI 22a. VWo (is/was) listed as the main insured person on the (PLAN NAME)
policy or contract?
[ ENTER ONLY ONE PERSON. ]

M PNUM
PLM PNUM
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HI 22b. For the (PLAN NAME), did (you/MP) sign up directly wth the
(i nsurance conpany/HMO), or did (you/MP) get this insurance through
a current enployer, a former enployer, a union, a fanily business,
AARP, or sone other way?

PRVGET DIRECTLY © o oote e 1 (H 22d)
PPRVGET (M P S) CURRENT EMPLOYER........ 2 (H 22c)
(MP S) FORVER EMPLOYER. ........ 3 (H 22¢)
(MP'S) UNTON...........covo... 4  (H 22d)
(MP'S) FAMLY BUSINESS......... 5 (H 22c)
AARP. . 6 (H 22d)
DECEASED SPOUSE' S EMPLOYER. . . . .. 7 (H 22c¢)
DECEASED SPOUSE'S UNION. .. ...... 8 (H 22d)
PRVGETOS REFUSED. . . o\ ooteee e -7 U
DON' T KNOW . .o oveee e -8 i
PPRVGTOS SOVE OTHER WAY 91 y (HI22d)
|
b

HI 22c. What kind of business or industry is (RESPONSE IN HI27)? That is,
what does (RESPONSE I N HI 27) nake or do? [ RECORD VERBATI M ]

PRVBUS1 PPRVBUS1
PRVBUS2 PPRVBUS2
PRVBUS3 PPRVBUS3
| NDCODE Pl NDCODE
HI 22d. How many family nmenbers, including (yourself/SP), (are/were) covered

by (your/MP's) (PLAN NAME) ?

PRVNMCOV NUMBER COVERED

HI 22e. (Does/Did) (your/MP's) (PLAN NAME) plan cover nedicines prescribed
by a doctor?

PRVRXCOV YES. ... 1
NO. ..o 2
REFUSED. . ..................... -7
DON'T KNOW .. ................. -8

HI 22f . Wuld (your/MP's) (PLAN NAME) plan (cover/have covered) any part of
a stay in a nursing hone?

PRVNHCOV YES. ... 1
NO. ..o 2
REFUSED. . ..................... -7
DON'T KNOW .. ................. -8
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HI 229. (Do you/Does (MP)/Did (SP)/Did (MP)] pay any or all of the prem um
or cost for the (PLAN NAME) coverage?
[Do not include the cost of any deductibles (you/SP) or (your/SP's)
famly may (have/ have had) to pay.]

M PPI NS = 1 (H 22b)
NO. . oottt 2 BOX HI 16A
REFUSED. . ..o ooee e -7 BOX HI 16A
DON' T KNOW . .. oooeeeee -8 BOX HI 16A

HI 22h. How nmuch (do you/does (MP)/did (SP)/did (MP)] pay for the (PLAN
NAME) coverage?
[ PROBE | F NECESSARY: ] (I's/Was) that per year, per nonth, per week,

or what ?]
AMOUNT $ .

M PPAMT PER YEAR. . . .. .. i 1
QUARTERLY/ EVERY 3 MONTHS. ........ 2
Bl MONTHLY/ EVERY 2 MONTHS. ........ 3
PER MONTH. . ........... ... ....... 4
PER VEEK. . . . ... ... i 5

M PPUNI T SEM - ANNUALLY/ 2 TI MES PER YEAR... 6
SEM - MONTHLY/ 2 TI MES PER MONTH... 7

M PPUNGCS OTHER ( SPECI FY) 91
REFUSED. . ....................... -7
DON'T KNOW . . ... -8

BOX GO TO HI 21 FOR NEXT PREVI QUS ROUND PRI VATE PLAN OR GO
HI 16A TO HI 17 TO COLLECT NEW PRI VATE PLANS FOR THI S ROUND.

HI 23. On what date did (your/SP' s) coverage under (PLAN NAME) start between
(REF. DATE) and (today/ DATE OF DEATH DATE OF | NSTI TUTI ONALI ZATI ON) ?
COVBEGW / / (HI 25)
COVBEGDD MONTH DAY YEAR
COVBEGYY

HI 24. On what date since [(REF. DATE)/between (PREVIOUS ROUND | NTERVI EW
DATE) and (DATE OF DEATH DATE OF | NSTI TUTI ONALI ZATI ON) ] did
(your/ SP's) coverage under (PLAN NAME) stop?

COVENDVM / /
COVENDDD MONTH DAY YEAR
COVENDYY
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| F H 24 BEING ASKED FOR PRI VATE PLAN FROM PREVI QUS
ROUND, GO TO HI 21 FOR NEXT PRI VATE PLAN FROM PREVI OUS

BOX ROUND. | F NO MORE PRI VATE PLANS FROM PREVI OUS ROUND,
H 17 GO TO HI 17 TO COLLECT ANY NEW PRI VATE PLANS FOR THI S
ROUND.

| F H 24 BEI NG ASKED FOR PRI VATE PLAN COVERAGE FOR THI' S
ROUND, GO TO HI 25.

HI 25. [ CODE W THOUT ASKI NG | F VOLUNTEERED. ]
(I's/Was) this an HMO (Heal th Mai ntenance Organi zation)?
[HMO stands for Health Maintenance Organization, an organization
that, for a prepaid fee, provides a full range of health care
services.|]

PRVHMO YES. . o 1
PLHMOERR NO .o 2
REFUSED. . ....................... -7
DON'T KNOW . .. ... i -8
HI 26. Wio (is/was) listed as the main insured person on the (PLAN NAME)

policy or contract?
[ ENTER ONLY ONE PERSON. ]

PLM PNUM
M PNUM

HI 27. For the (PLAN NAME) plan, did (you/MP) sign up directly with the
(i nsurance conpany/HMO), or did (you/MP) get this insurance through
a current enployer, a former enployer, a union, a fanily business,
AARP, or sone other way?

PRVGET DIRECTLY. « ot tee e 1 (H 29)
PPRVGET (MP'S) CURRENT EMPLOYER......... 2 (H28)
(MP S) FORVER EMPLOYER. ......... 3 (H28)
(MP'S) UNION..........ovvvvn... 4 (H 29)
(MP'S) FAMLY BUSINESS.......... 5 (H 28)
AARP. . 6 (H 29)
DECEASED SPOUSE' S EMPLOYER. . . . ... 7 (H 28)
DECEASED SPOUSE'S UNION. .. ....... 8 (H 29)
REFUSED. . . o\ ooteee e -7 U
PRVGET DON' T KNOW . .o oveee e -8 i
PPRVGTOS SOVE OTHER WAY 91 y (HI22d)
|
b

18



HEALTH | NSURANCE (HI) Househol d (Round 10 Mai n)
HI 28. What kind of business or industry is (RESPONSE IN HI27)? That is,
what does (RESPONSE I N HI 27) nake or do? [ RECORD VERBATI M ]

PRVBUS1 PPRVBUS1
PRVBUS2 PPRVBUS?2
PRVBUS3 PPRVBUS3
| NDCODE Pl NDCODE
HI 29. How many family nmenbers, including (yourself/SP), (are/were) covered

by (your/MP's) (PLAN NAME) ?

PRVNMCOV NUMBER COVERED
HI 30. (Does/Did) (your/MP's) (PLAN NAME) plan cover nedicines prescribed
by a doctor?
PRVRXCOV YES. . o 1
NO .o 2
REFUSED. . ....................... -7
DON'T KNOW . .. ... i -8
HI 31. Wuld (your/MP's) (PLAN NAME) plan (cover/have covered) any part of
a stay in a nursing hone?
PRVNHCOV YES. . o 1
NO .o 2
REFUSED. . ....................... -7
DON'T KNOW . . ... -8

HI 32. [Do you/Does (MP)/Did (youMP)/Did (MP)] pay any or all of the
prem um or cost for the (PLAN NAME) coverage?
[Do not include the cost of any deductibles (you/SP) or (your/SP's)
famly may (have/ have had) to pay.]

M PPI NS = 1 (H33)
o 2 BOX HI 18
REFUSED. . ..o vvoeee e -7 BOX HI 18
DON' T KNOW . ..o e e -8 BOX HI 18

IF 2, -7 OR -8, CYCLE THROUGH QUESTI ONS HI 21- HI 33 FOR
EACH PRI VATE PLAN REPORTED | N HI 20.

BOX IF H 34=1 IN PREVIOUS ROUND OR IF HI 34=1 OR 2 OR

HI 18 M SSI NG FOR THI S ROUND, GO TO HI 35.

IF H 34=2 OR M SSING (-7, -8, -9) IN PREVIOUS ROUND OR
=-1 (I NAPPLI CABLE) FOR THI' S ROUND, GO TO HI 34.
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HI 33. How nmuch [do you/does (MP)/did (you/MP)/did (MP)] pay for the
(PLAN NAME) coverage?
[ PROBE | F NECESSARY: (Is/Was) that per year, per nonth, per week, or

what ?]
AMOUNT $
M PPAMT PER YEAR. . ... .. i 1
QUARTERLY/ EVERY 3 MONTHS. ........ 2
Bl MONTHLY/ EVERY 2 MONTHS. ........ 3
PER MONTH. . ........... ... ....... 4
PER VEEK. . . . ... ... i 5
SEM - ANNUALLY/ 2 TI MES PER YEAR... 6
SEM - MONTHLY/ 2 TI MES PER MONTH... 7
REFUSED. . ....................... -7
M PPUNI T DON'T KNOW . .. ... i -8
M PPUNGCS OTHER ( SPECI FY) 91
CYCLE THROUGH QUESTI ONS HI 21- HI 33 FOR EACH PRI VATE PLAN
REPORTED IN HI 20. IF HI34=1 I N PREVIOUS ROUND OR | F
BOX Hl 34=1 or 2 OR M SSING FOR THI S ROUND, GO TO HI 35.
HI 19 IF H 34=2 OR M SSING (-7, -8, -9) I N PREVIOUS ROUND OR
-1 (1 NAPPLI CABLE) FOR THI S ROUND, GO TO HI 34.
HI 34. (Gther than the plans you have already told nme about,) (do you/does

SP/did SP) have any insurance that (pays/paid) just for nursing hone
care or other long termcare?

OTHNHCOV = 1 (H 20)
NO . oot e 2 0
REFUSED. . ..o vvoeee e -7 y (H 35)
DON' T KNOW . .. ooeee e -8 b

HI 35. W' ve tal ked about [ READ PLANS LI STED BELOW . (Do you/ Does SP/Did SP)
have nedical coverage under any other private insurance plans we
haven't tal ked about?

PRVOCOV = 1 (H 20)
o 2 BOX HI 20
REFUSED. . ..o vvoeee e -7 BOX HI 20
DON' T KNOW . ..o e e -8 BOX HI 20
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|F SP SERVED I N THE ARMED FORCES (|.E., SP SERVED IN
ARMED FORCES AND EN9 OR EN11=1) AND HI 36 = 2, -7, -8,
BOX OR -9 IN PREVIOQUS ROUND, OR THI' S IS FI RST UTI LI ZATI ON
HI 20 | NTERVI EW FOR SP, GO TO HI 36.

IF SP DID NOT SERVE IN THE ARMED FORCES (I1.E., EN9 OR
EN11=2, -7, -8, OR -9 OR SP SERVED I N THE ARMED FORCES
AND HI 36 = 1 IN PREVI OQUS ROUND, OR SP SERVED | N ARMED
FORCES AND THIS IS FIRST COMMUNI TY | NTERVI EW GO TO BOX

HI 21.
HI 36. We recorded that (you/SP) served in the Armed Forces of the United
St at es. Since January 1, (CURRENT YEAR), [(have you/has SP)

received/did (SP) receive] health care or health services at a
Vet erans Administration facility?

VACOVER YES. . .o 1
NO. ..o 2
REFUSED. . ........... ... ... ...... -7
DON'T KNOW .. ... o -8
| F SUPPLEMENTAL SAMPLE, GO TO ACI NTRO. | F NOT
BOX SUPPLEMENTAL SAMPLE AND PREVI OUS | NTERVI EW WAS
H 21 COVMUNI TY, GO TO BOX UTS1A.
OTHERW SE, GO TO DUl NTRO.
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